Neutrophilic Dermatoses should be considered in the differential diagnosis, if a patient with abrupt onset of painful erythematous plaques/nodules and elevated erythrocyte sedimentation rate is not responding to antibiotics.
A 49-year-old man with history of Hidradenitis suppurativa presents to the emergency room with a 1-week history of progressive worsening bilateral forearm rash. The lesions initially began as 1-to 2-cm hypopigmented lesions over his left antecubital region and extended down to his left hand and ultimately to his right arm as well in a similar distribution. Review of systems was negative for fevers, trauma, or any recent travel. Physical examination showed exquisitely tender, edematous, and inflamed papules, plaques, and ulcerated areas with areas of central necrosis and crusting (Figures 1 and 2). Patient was initially treated with empiric antibiotics thinking it could be skin infection with no response. We later considered other differential diagnoses including pyoderma gangrenosum, neutrophilic eccrine hidradenitis, Behcet's syndrome, urticarial vasculitis, and Sweet syndrome. Skin biopsy showed pseudoepitheliomatous hyperplasia with intense inflammatory neutrophil infiltrates and reactive keratinocytes ( Figure 3) . The diagnosis of Sweet syndrome was made in this patient based on abrupt onset of painful erythematous plaques or nodules (major criteria), histopathological evidence of dense neutrophil infiltrate (major criteria), 
